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A lung hernia refers to part of a lung pushing through a tear, or bulging through a weak
spot, in the chest wall, neck passageway or diaphragm. Lung hernia is a distinctly rare
event, regardless of its location and cause. Most lung hernias are acquired traumatic
thoracic hernias, most commonly caused by vigorous coughing with a subsequent rib
fracture. We report a rare case of lung hernia through the left anterior chest wall in a
middle-aged male.
& 2008 Elsevier Ltd. All rights reserved.Introduction
Lung hernia is deﬁned as the protrusion of lung tissue
covered by parietal and visceral pleurae, beyond the
conﬁnes of thoracic cavity through an abnormal opening in
die thoracic wall. The basic classiﬁcation of lung hernias was
suggested by Morel-Lavellee according to the anatomic
location, as cervical, thoracic and diaphragmatic, and
according to the etiology, as congenital or acquired. He
further differentiated the acquired hernias as traumatic,
consecutive, spontaneous and pathologic. The pathologic
hernias are secondary to tuberculosis, acute infection or
neoplastic diseases of the chest. Most people who experi-Elsevier Ltd. All rights reserved.
2731835.
3@rediffmail.comence a lung hernia suffered a severe trauma such as a trafﬁc
accident in which the chest is injured. Lung hernias
by themselves are not life threatening. They might not
even be all that troublesome. They are fairly easy to
locate, diagnose and correct. We here describe a case of
old pulmonary tuberculosis with lung hernia through the
anterior left chest wall.
Case report
A middle-aged male presented in the outpatient with
complaints of cough with expectoration, dyspnea and dull
aching chest pain in the left infraclavicular area. The
patient is a known case of old healed koch’s. He took
antitubercular drugs twice, ﬁrst almost 11 years back for 12
months with almost 70 streptomycin injections and a second
course 6 years back for 10 months. Along with this, the
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Figure 2 CT scan showing ﬁbrotic changes in both lung ﬁelds
with the thick walled peripherally placed cavity herniating
through the left upper zone.
M. Shameem et al.138patient also complained of swelling with cough impulse in
the left upper chest wall from the last 6 months. This
swelling is reducible on applying pressure. There is no
history of sudden onset of chest pain or hemoptysis. There
was also no history of trauma or surgical intervention on
chest. The patient also has history of bidi smoking around
20/day for almost 25 years, which he left 6 months back.
On physical examination the patient was emaciated,
anemic and dyspneic. His pulse rate was 98/min, blood
pressure 134/68mmHg and respiratory rate was 30/min.
Bronchial breath sounds were heard over the left infra-
clavicular and mammary areas with inspiratory crepitations
over the left mammary area. On local examination, he had
ill-deﬁned, smooth, non-tender, soft swelling 9 12 cm in
the left infraclavicular and supramammary areas involving I,
II and III intercostal spaces, which had a positive cough
impulse and could be reduced completely by manual
pressure.
The haemogram, urine analysis and blood sugar level
were normal. The sputum smear was negative for acid fast
bacilli. Spirometry showed obstructive pattern of airﬂow
limitation. The chest roentgenogram, PA view showed
ﬁbrocavitary changes involving both upper lung ﬁelds along
with hyperlucency of both lung ﬁelds due to emphysema
(Figure 1). CT scan is suggestive of ﬁbrocavitary lesion
involving both lung ﬁelds with the thin walled peripherally
placed cavity herniating through the left upper zone through
the intercostal space with surrounding inﬁltrative changes in
the periphery (Figure 2). Thus, a diagnosis of old healed
koch’s with thoracic lung hernia on the left side was made.
The patient was managed conservatively with bed rest,
oxygen inhalation, bronchodilators, cough suppressant and
analgesics, which relieved him of chest pain and dyspnea.
Discussion
The present case is an example of thoracic lung hernia that,
according to the anatomical location, is thoracic as the lung
tissue was protruding through the rib cage into the chest
wall and, according to the etiology, pathologic as it was
secondary to pulmonary tuberculosis.1 It is known thatFigure 1 Chest radiograph showing ﬁbro-cavitary changes
involving both the lung ﬁelds with emphysematous changes in
both the lungs.pulmonary tuberculosis can cause weakness of thoracic
wall.2 Congenital hernia of the lung is due to development
defects in the thoracic wall, most frequently in the
supraclavicular fossa or anteriorly at the junction of rib
and costal cartilage. Only 1% of the acquired hernias are
secondary to tuberculosis, inﬂammatory or neoplastic
disease.3
The mechanics associated with lung hernia is as follows:
as the person inhales, the lungs expand; this in turn expands
the chest; if there is an opening or a soft spot in the chest
wall, neck opening or diaphragm, it is possible that the lung
as it expands will push through or cause a bulge at that
point.4 Two out of three lung hernias involve the chest
(thoracic) wall, and most of the rest involve the neck
(cervical) area. Lung hernias related to the diaphragm are
uncommon and limited mainly to congenital conditions in
infants. In a number of cases, lung hernias occur and persist
without bothersome effects. In others, the person might feel
sore or have trouble breathing. The development of lung
hernia in our patient probably resulted from the ﬁbrocavi-
tary changes associated with old pulmonary koch’s along
with increase in intrathoracic pressure due to bouts of
violent cough.
In mild to moderate cases, a conservative regimen might
be sufﬁcient to provide relief, as in our case; the patient
was managed conservatively. In the case of a more severe or
a larger lung hernia, surgery will be the answer with a
periosteal ﬂap from adjacent rib.5Conﬂict of interest statement
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